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In Australia, women with a refugee background from the African continent face a unique set of 
challenges during the perinatal period. While postnatal depression rates are higher in women from 
a refugee background, few studies have provided understanding as to broader psychological 
distress in the perinatal period, particularly for women from Africa who may be at greater risk. 
There is also no evidence concerning the impact of models of maternity care on perinatal mental 
health for this group of women. This study provides insights into the perspectives of maternity 
care providers. Using a qualitative research design, this study investigated the current perinatal 
mental health care provision to women with a refugee background. Specifically, health care 
providers were interviewed regarding their experiences and thematic analysis was conducted on 
the data. Findings indicated a lack of consent and control for women in making decisions regarding 
their pregnancies, a need to provide woman- and family-centred care, and a need to understand the 
stressors women are likely to experience in resettlement contexts. However, it was considered by 
many that, with the right practical and social supports, Australian maternity care may be a 
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CHAPTER 1: Introduction 
1.1 Background 
In Australia, approximately a third of people with refugee backgrounds are women of 
childbearing age (Correa-Velez & Ryan, 2012). Women with refugee backgrounds are more 
likely to experience mental illness in the perinatal period (e.g. Ahmed, Bowen & Feng, 2017; 
Collins, Zimmerman & Howard, 2011; Schmied, Black, Naidoo, Dahlen & Liamputtong, 2017) 
and are more likely to experience barriers to accessing both general maternity care (Benza & 
Liamputtong, 2017; Riggs et al, 2012) and specific perinatal mental health services (Ahmed et al 
2017; Firth & Haith-Cooper, 2018). Crucial, though limited, current evidence shows the benefit 
to mental health of culturally competent, refugee-specific perinatal care provision that provides 
continuity of care and understanding of traditional pregnancy and birth practices (Stapleton, 
Murphy, Correa-Velez, Steel & Kildea, 2013). While this research area is growing, little is 
known about the factors needed to improve perinatal mental health outcomes for women from a 
refugee background in Australia, especially those from Africa. This study aims to 1) outline the 
specific perinatal mental health needs of women with refugee backgrounds from Africa, 
including the barriers and facilitators to service provision they may experience in the Australian 
context, and 2) to investigate the impacts that maternity care has, both positive and negative, on 
the psychological wellbeing of this group of women. These questions will be explored through 
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1.2  Terminology 
1.2.1  Psychological wellbeing 
The World Health Organisation defines psychological wellbeing (used interchangeably 
with the term ‘mental health’) as a state of wellbeing in which a person can cope with stressors, 
realise one’s own potential, and contribute to one’s community (WHO, 2013). Conversely, 
mental illness is a state in which a person experiences morbidity, disability or suffering due to 
impaired mental health (WHO, 2013). This definition will be used in this thesis. 
Importantly, much of the existing literature on perinatal mental health focuses on specific 
clinical mental health conditions, such as postnatal depression. This thesis, however, focuses on 
psychological wellbeing in order to present a holistic view of mental health that considers not 
just biological factors but also the psychological and social context of individual women. While 
the literature on specific mental health conditions in the perinatal period will be referred to, the 
purpose of this thesis is to investigate the broader psychological and social impacts of maternity 
care for women from Africa with a refugee background (Haith-Cooper & Bradshaw, 2013). 
 
1.2.2 Migrants, vulnerable migrants, asylum seekers, and refugees 
It is important to note the difference between the terms ‘migrant’, ‘vulnerable migrant’, 
‘asylum seeker’, and ‘refugee’. Use of the term ‘migrant’ is most commonly in reference to a 
person who has permanently resettled in a separate country to their country of origin. Within 
studies discussing migrants, the term ‘vulnerable migrant’ is sometimes used. The United 
Nations High Commissioner for Refugees (UNHCR) defines a vulnerable migrant as someone 
who encounters a high level of risk before, during or after migration, such as an asylum seeker or 
refugee, however this term may also include trafficked persons or migrants with other 
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vulnerabilities (UNHCR, 2018). The term ‘asylum seeker’ is used to indicate a person who is 
awaiting a decision regarding their application for refugee status, while ‘refugee’ is the term used 
for a person who has been declared unable to seek the protection of their country of origin due to 
fear of persecution (UNHCR, 2018).  
 While this study focuses specifically on women with a refugee background, the existing 
evidence base is small and much of the literature focuses on migrants or vulnerable migrants 
without stipulating whether a person is a refugee. This is particularly so in studies on maternity 
care. Because of the limited literature, it is necessary to refer to studies concerning migrants, 
vulnerable migrants, and asylum seekers as well as refugees. The appropriate terminology will 
be used throughout.  
 
1.3 Mental health in pregnancy and postnatally for the general population 
The psychological wellbeing of women can be dramatically affected by pregnancy and 
the postnatal period, due to the physical, psychological and social changes and resulting stress 
women may experience during this time (Razurel, Kaiser, Sellenet & Epiney, 2013). The World 
Health Organisation has declared the need to improve maternal mental health, acknowledging 
that the link between adverse maternal mental health and maternal mortality and morbidity is 
clear (WHO, 2008). For example, a significant relationship has been found between feeling in 
control during labour and emotional wellbeing after birth (Green & Baston, 2003), and maternal 
exhaustion from lack of sleep has been linked to higher stress levels (Kennedy, Gardiner, Gay & 
Lee, 2007). However, to date these more general influences on psychological wellbeing have 
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been underexplored, with the majority of research being conducted on clinically diagnosable 
conditions (Alderdice & Gargan, 2019).  
In terms of diagnosable conditions, approximately 13% of women worldwide will suffer 
from a psychological disorder such as depression or anxiety in the perinatal period (Austin, 
Middleton, Reilly & Highet, 2013; Bauer, Knapp & Parsonage, 2016) and roughly one to two 
women per 1000 will experience an episode of puerperal psychosis – psychosis during the first 
month postpartum, when the body is still recovering from birth (Austin et al, 2013). It is 
estimated that less than 50% of women experiencing psychological disorders in the perinatal 
period will be clinically diagnosed and that of the women diagnosed with perinatal anxiety or 
depression, only 40% receive effective treatment (Gavin, Meltzer-Brody, Glover & Gaynes, 
2015). In some cases, it is possible to identify women at higher risk according to pre-existing 
psychological disorders; for example, antenatal anxiety is a strong predictor of anxiety and other 
mood disorders in the postnatal period (Grant, McMahon & Austin, 2008). Notably, statistics 
relating to postnatal depression (PND) and other psychological disorders in the perinatal period 
are highly variable and likely an underestimate, because screening practices such as the 
Edinburgh Postnatal Depression Scale (EPDS), while implemented around the world, have been 
designed for women in Western cultures (Zubaran, Schumacher, Roxo & Foresti, 2010).  
Additionally, previous research on midwives’ experiences providing mental health care 
has identified a range of barriers women may encounter when in need of perinatal mental health 
services. In particular, midwives may lack the necessary training to provide mental health 
support and may view perinatal mental health as outside their scope of service provision, they 
may lack knowledge of the specific services available, and may also be unsure of how to 
approach perinatal mental health cross-culturally (Higgins et al, 2018; Viveiros & Darling, 
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2019). At times the necessary support services may not even exist (Viveiros & Darling, 2019). 
Additionally, perinatal mental health issues may be normalised within the community. Research 
suggests mothers – particularly first-time mothers or women experiencing isolation – may find it 
difficult to identify the need for, or to be able to obtain, the necessary treatment or support 
(Bowen et al, 2012; Viveiros & Darling, 2019). If women do identify mental health concerns in 
the perinatal period, they may experience challenges in accessing care from services outside their 
scheduled midwifery services. 
 
1.4 General mental health situation for women with a refugee background 
Women with a refugee background may have faced a variety of traumatic situations in 
their countries of origin and during resettlement that have the potential to impact negatively on 
mental health. Pre-migration risk factors include war, gender-based violence, persecution, and 
the loss of loved ones (Collins et al, 2011; Firth and Haith-Cooper, 2018). Post-migration factors 
include social isolation (Collins et al, 2011), possible immigration status uncertainty in the case 
of asylum seekers (Collins et al, 2011; O’Mahony & Donnelly, 2013), and financial stress 
(O’Mahony & Donnelly, 2013). Displaced women are at greater risk of intimate partner violence 
as their displacement brings economic instability, changed social status and a loss of social 
supports (Wachter et al, 2017). This is particularly the case if migrating from a country with 
highly patriarchal cultural norms (Sabri et al, 2018). These experiences can lead to anxiety, 
depression and post-traumatic stress disorder (Firth and Haith-Cooper, 2018), which may be 
further complicated by barriers that keep women from seeking help, including: a lack of 
understanding – and sometimes fear – of Western biomedicine, a lack of services that suit their 
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specific needs, fear of discrimination and stigmatisation, and a fear of unknown consequences 
such as deportation or losing their children have been reported (Donnelly et al, 2011).  
 
1.4.1  Mental health situation for women from Africa 
While few studies have addressed the issue of whether women with refugee backgrounds 
are at greater risk, or even explored women’s mental health specifically in the context of 
resettlement, interviews with women from South Sudan who resettled in the United States of 
America showed that, when women had the opportunity to support themselves financially, 
master skills such as English language proficiency, driving, or maintaining employment, they felt 
more confident and experienced more positive psychological outcomes (Baird, 2012; Baird & 
Boyle, 2012). Similarly, research on people with a refugee background from Ethiopia living in 
the United Kingdom suggests that women may adapt better than men to life after resettlement 
(Papadopoulos, Lees, Lay & Gebrehiwot, 2004). This may be due to the likelihood of women 
being able to participate more fully in public life than in Ethiopia (Papadopoulos et al, 2014).  
A recent study on the mental health of women-at-risk with a refugee background (defined 
as women who had entered Australia on women-at-risk visas or who otherwise met the criteria to 
be considered at-risk) found that women from Africa were likely to have lower anxiety or 
depression scores overall than women from other regions (Schweitzer et al, 2018). However, 
having children, degree of previous trauma experienced, and access to social supports were all 
predictors of psychiatric symptomatology regardless of ethnicity (Schweitzer et al, 2018). 
Women from Africa with a refugee background are likely to be single parents, and the 
experience of parenting multiple children, maintaining a home, and ensuring financial stability 
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are all factors that may add to the heavy psychological burden of the refugee experience 
(Akinyemi, Owoaje & Cadmus, 2016). 
 
1.5 General maternity care provision for women from Africa with a refugee 
background 
A key theme in the literature on of maternity care for women with refugee backgrounds 
relates to women’s ability to express their feelings and preferences regarding labour and 
delivery. This is important because cultural beliefs and expectations have the power to shape 
women’s attitudes towards their labour and the broader perinatal period (Newnham, McKellar & 
Pincombe, 2017).  For example, women with a refugee background may be more likely to have 
their first obstetric appointment after 12 weeks gestation and to have fewer obstetric 
appointments (Kentoffio, Berkowitz, Atlas, Oo & Percac-Lima, 2016). While this is not 
necessarily concerning in the context of cultural expectations, it may be that low levels of 
hospital use reflect the multiple barriers that prevent refugees from accessing healthcare services. 
Additionally, families may not be asked about their circumstances. This is reflected in interviews 
with Afghan men and women engaging in maternity services in Melbourne, and maternity 
service providers (Yelland et al, 2014). Afghan families reported significant hardship in the 
perinatal period, but often not being asked about their social health. 
However, while refugee and immigrant women may be at greater risk of delaying 
prenatal care, they are more likely to make use of postpartum care options (Kentoffio et al, 
2016). Potentially, given the likelihood of low rates of health literacy among women from a 
refugee background (Riggs, Yelland, Duell-Piening & Brown, 2016), and the specific social 
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rituals that surround the perinatal period for many of these women, it may be the case that 
women are unaware of the available and necessary services during pregnancy, but they seek 
more assistance in the postnatal period due to an expectation of support. 
 
1.5.1  Specific issues faced by women from Africa with a refugee background 
Refugee women from Africa face their own unique challenges in relation to pregnancy 
and maternity care. For example, women with refugee backgrounds from Sub-Saharan Africa are 
at greater risk of pregnancy complications including a higher risk of low birth weight infants 
(Kandasamy et al, 2014), and increased infant and maternal deaths (Carolan, 2010). Sub-Saharan 
women are also likely to have undergone female genital mutilation/cutting (FGM), which may 
lead to other obstetric and gynaecological complications in the perinatal period, as well as 
emotional and psychological issues (Carolan, 2010; Correa-Velez & Ryan, 2012).  
Many providers in countries of resettlement are unlikely to have treated women who have 
undergone FGM before and may react negatively. This can lead to feelings of alienation for 
women, especially if providers advise the need for high-risk care or medical interventions due to 
FGM with no consideration given to the woman’s preferences for care (Scammell & Ghumman, 
2019). A systematic review and meta-synthesis of studies exploring women’s maternity care in 
resettlement countries in relation to their FGM status found that many women report feeling 
vulnerable, disrespected, and traumatised by racist comments or judgements from providers 
when their FGM status is disclosed (Turkmani, Homer & Dawson, 2019). 
Additionally, women with refugee backgrounds from countries in Africa may also face 
specific barriers to accessing maternity services in countries of resettlement – including racism 
and discrimination based on skin colour, language barriers due to low literacy and education 
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levels, limited health literacy, and lack of understanding of a woman’s context from health care 
providers (Carolan, 2010). For example, in a qualitative study of 15 Zimbabwean women living 
in Melbourne, Benza and Liamputtong (2017) found that women experienced added stress 
during the perinatal period due to experiencing community disapproval and discrimination 
because they were of African origin. An overall theme in this study concerned the experiences of 
maternity care in Australia, with women reporting racial stereotyping as a major concern for 
them in the perinatal and child healthcare setting. Additionally, a retrospective observational 
study by Gibson-Helm et al (2014) found that in Australia, women from Africa with a refugee 
background tend to live in lower socio-economic areas and to require an interpreter, and they 
may also face difficulty in acquiring transportation to get to appointments with care providers. 
Women also face cultural differences in expectations concerning pregnancy and childcare – 
including the loss of support networks (Newnham et al, 2017).  
Focus group interviews with Sudanese women living in Canada identified that women 
view pregnancy and childbirth as natural events that do not call for medical intervention 
(Higginbottom et al, 2013). As such, women may feel uncomfortable with the increased 
medicalisation and intervention of the Western maternity care model. Similarly, research on 
Somali women in the United States found many women expressed strong opinions about the 
need for birth without interventions, and particularly expressed fear regarding the possibility of 
having a caesarean section (Brown, Carroll, Fogarty & Holt, 2010). This was due to many 
women giving birth in Somalia without medical attendance, and the comparatively high rates of 
complications, including maternal death, of caesarean sections in Somalia (Brown et al, 2010).  
Women from sub-Saharan Africa have also expressed the belief that pain relief will 
interfere with the natural progression of their labour and negatively affect their baby (Carolan, 
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2010). Relatedly, childbearing women in Uganda and Nigeria expressed the need for nurturing, 
encouraging and compassionate midwives who made them feel safe and respected in their 
decision-making (Bohren et al, 2018). While it is important to advise women on common 
obstetric procedures and actual risks, it’s also important that maternity care providers listen to 
women and understand their concerns (Brown et al, 2010).  
 
1.6 The intersection of refugee status, psychological wellbeing, and maternity care 
provision 
Overall, the current literature provides evidence of the interplay between the refugee 
experience and pregnancy care and psychological wellbeing outcomes. However, the link 
between these two factors and psychological wellbeing is less clear, as the existing focus is on 
diagnosable mental disorders rather than broader psychological health. Brown-Bowers, 
McShane, Wilson-Mitchell and Gurevich (2015) argue that the current focus on individualised 
risk factors and treatments for PND fails to consider the migrant experience. In particular, an 
emphasis on hormonal, cognitive and emotional factors pathologises distress, while the de-
emphasis on structural or societal factors minimises contextual elements related to wellbeing 
(Brown-Bowers et al, 2015). This narrative is problematic because it hinders efforts to provide 
culturally-competent, socially located care to women during their pregnancies and in the 
postnatal period. This viewpoint is consistent with the concerns expressed by women from sub-
Saharan Africa in relation to their childbirth preferences (Brown et al, 2010; Higginbottom et al, 
2013). Given the link between control over pregnancy and childbirth preferences and 
psychological wellbeing (Green & Baston, 2003) it is likely that concerns discussed by Brown-
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Bowers et al (2015) in relation to postnatal depression extend to psychological health more 
broadly in the perinatal period. 
While the focus on diagnosable mental health conditions is problematic, it nevertheless 
tells an important story about distress for women with refugee backgrounds during the perinatal 
period. For example, a systematic review of the literature on PND rates in migrant women more 
broadly conducted by Collins, Zimmerman and Howard (2011) showed that rates of PND were 
as high as 42% in migrant women, which is much higher than the global average of 13% (Austin 
et al, 2013). Similarly, a 2008 Canadian study found that migrant, asylum seeker, and refugee 
woman were approximately three times more likely to screen positive on the EPDS (Stewart et 
al, 2008). A systematic review and meta-analysis of adverse perinatal mental health rates in 
migrant women found that, while migration itself is not a risk factor for depression, several 
associated risk factors were prevalent in migrant women, as noted above in section 1.4. These 
factors have been found to also increase not only the risk of PND, but also anxiety and post-
traumatic stress disorder in vulnerable migrant women (Firth & Haith-Cooper, 2018). Lack of 
host country language skills, poor understanding of the host country healthcare system, and 
cultural differences are some of the barriers women face when attempting to access perinatal 
mental health services (Ahmed et al, 2017). Conversely, social support from family and friends, 
spiritual involvement, and a welcoming community have all been found to be protective factors 
(Ahmed et al, 2017). 
Interviews with health providers have found similar themes. Healthcare workers in 
Toronto, Canada identified practical barriers to maternity care for migrant women, such as 
language and knowledge of services, as well as cultural barriers, such as stigma or dismissal of 
symptoms by their social circle (Teng, Blackmore & Stewart, 2007). Healthcare workers 
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themselves expressed uncertainty regarding appropriate perinatal care for women from a 
different cultural background during the perinatal period. Professional limitations were also 
identified, including a lack of technical training in some instances or adequate assessment tools 
(Teng et al, 2007). Providers, meanwhile, expressed uncertainty around supporting the non-
clinical needs of their clients (Yelland et al, 2014). Similarly, researchers at the Monash Health 
refugee-specific perinatal clinic in Melbourne note that while health providers and women 
seeking health services alike believe screening tools such as the EPDS should be used 
consistently to assess all women for symptoms of postnatal depression, health care providers 
expressed concerns over a lack of knowledge about perinatal mental health and skills to 
administer screening tools and refer or treat women who screen positive (Nithianandan et al, 
2016). Similar themes were found in a Canadian study in which healthcare workers also 
expressed that, while they had some understanding of the necessity of providing transcultural, 
trauma-informed care to people with refugee backgrounds, they felt inadequately trained to do so 
(Wylie et al, 2018). Healthcare providers were often unfamiliar with the transcultural sections of 
the DSM and also expressed concern over a lack of culturally specific assessment tools (Wylie et 
al, 2018). For example, the EPDS was developed and mostly tested in Western countries, with 
limited studies validating the EPDS in African countries (Zubaran et al, 2010; Tsai et al, 2013). 
A more culturally-relevant version, the Perinatal Depression Screening (PDEPS) has been 
developed in Kenya but is still being validated (Green et al, 2018). 
Many women will have experienced previous births either in their countries of origin or 
in other countries before settling in Australia, and these experiences are likely to have been 
vastly different. Women from Africa describe birth in Australia as being medicalized, and 
feeling scared or intimidated by the clinical settings of Australian hospitals, and reported feeling 
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lonely if they found it difficult to approach their health care providers (Murray, Windsor, Parker 
and Tewfik, 2010).  
However, Riggs et al (2017), in their qualitative study on the experiences of women with 
a refugee background attending a group maternity care model, found that group pregnancy care 
using bicultural workers could potentially increase cultural safety and a sense of belonging for 
women. This allowed women to navigate the new health system with confidence and to build 
trusting relationships with healthcare workers and other members of the community. 
 
1.7 Aims and research question 
While a relatively small body of literature exists on the perinatal mental health needs of 
women with a refugee background, very few studies have considered the relationship between 
maternity care and broader psychological wellbeing. In particular, there is little evidence 
concerning the psychological wellbeing of women from Africa with a refugee background during 
the perinatal period, which is crucial due to the unique background context of this group of 
women.  This study aims to explore the interactions between maternity care and mental health 
for women from Africa with a refugee background, and in doing so, contribute to the 
understanding of best practice maternity care in relation to psychological wellbeing.  
This study aims to explore such care through interviews with maternity care providers 




CHAPTER 2: Methods 
2.1 Participants 
Participants were seven South Australian healthcare providers with experience providing 
maternity or mental health care for women from Africa with a refugee background. Participants 
were from specialist refugee health and support services. Six of the participants worked in one 
specialist health service, while one participant had previous specialist maternity and mental 
health experience with the target population. Inclusion criteria for care providers were 
experience providing maternity care to women from Africa with a refugee background as either a 
midwife, nurse, obstetrician or general practitioner, or a refugee health provider with experience 
working with women with a refugee background from the African continent.  
Of the seven participants, two did not provide their age. Other participants ranged in age 







Name Age Occupation Experience 
 - Nurse/Midwife 30+ years 
 50 General Practitioner 14 years 
 57 Bicultural Worker 7 years 
 - Nurse/Midwife 13 years 
 38 General Practitioner 7 years 
 59 Nurse/Midwife 14 years 
 55 Mental Health Clinician 30+ years 
Participants have been assigned pseudonyms 
2.2 Procedure 
This study is part of a broader project which aimed to explore maternity care more 
generally for women with refugee backgrounds from Africa, in partnership with a number of 
refugee services and hospitals. This project was given approval by the Women’s and Children’s 
Health Network (WCHN) Human Research Ethics committee on 9th April 2019, approval 
number  The primary researcher for this thesis was subsequently added to 
the project; approval for this amendment was granted on 27th May 2019. The University of 
Adelaide Human Research Ethics Committee provided ethics approval on 21st June 2019.  In 
accordance with SA Health human research ethics policy, a Site Specific Assessment or 
Research Governance Review was sought by the primary researcher and the academic supervisor 




Health Network (NALHN), and the Central Adelaide Local Health Network (CALHN). Once 
governance approval had been obtained, interviews could commence. CALHN provided 
governance approval on 3rd July 2019, while NALHN and WCHN did not provide approval in 
time for participants from those networks to be included in the study. 
Information regarding the study (Appendix A) was disseminated electronically to thirteen 
private generalist, obstetric, and psychology practices in Adelaide. Flyers (Appendix B) were 
also handed out in person to three generalist medical practices in Adelaide. The Information 
Sheet invited potential participants to email or call the researchers to express interest in 
participation. However, the response rate was low; only two providers responded, both indicating 
that they did not have experience caring for the target population. The Information Sheet was 
also sent to a specific refugee health service that disseminated information on the study to their 
networks, which resulted in six participants. The seventh participant was obtained through 
snowball sampling.  
At the beginning of each interview, consent was provided. It was explained to 
participants that the data would be recorded, transcribed and deidentified, and stored on a secure 
computer at the University of Adelaide. Participants could withdraw at any time. After the 
interviews, participants were emailed a deidentified transcript of their interview and given the 
opportunity to make any changes or clarifications.  
All interviews were conducted in July and August 2019 by the primary researcher, with 
assistance by the academic supervisor for the first interview. The first interview was assessed to 
ensure the questions asked were relevant and appropriate; it was decided that subsequent 




Length of interviews ranged from 25 minutes (this interview was interrupted) to 55 
minutes, with an average length of 36 minutes. Interviews were recording using a digital 
recording device and conducted in person at the participant’s place of employment, with the 
exception of the first interview which was conducted by telephone. Interviews were transcribed 
verbatim, including pauses and laughter, to capture all relevant contextual information according 
to the orthographic method (Braun & Clarke, 2006).  
Demographic information such as age, time in role, and specific role were collected at the 
end of each interview if this information was not made clear during the interview. Interviews 
took a semi-structured approach, with a set of prescribed open-ended questions for each 
interview from which the researcher could prompt the participant to elaborate on key points (see 
Appendix B for interview questions). After each interview, the researcher reflected on the 
interview experience and interview questions were refined very minimally as needed to ensure 
clarity for participants. 
Data saturation was achieved by the sixth interview, however one more interview was 
conducted with a participant in working in a different health service. No new themes were 
identified in the data.  
An audit trail was kept by the primary researcher according to Tracy’s (2010) “Big Tent” 
criteria for enhancing methodological rigour in qualitative research. The audit trail consisted of 
reflections on the interview process, codes and themes as they became evident, and copies of 
communications with participants, ethics committees and other researchers involved. According 
to the principle of self-reflexivity, it is important for the author to acknowledge their own 
situation and be self-aware in conducting research (Tracy, 2010). The author is an Australian-




maternity care in the South Australian health system may have influenced the way interviews 
were conducted. Similarly, the researcher’s own experiences and decisions may have affected the 
data analysis.  
2.3 Data Analysis 
A qualitative design was used to examine service providers’ experiences with providing 
perinatal services to African refugee women. Specifically, the six steps of Thematic Analysis 
(Braun & Clarke, 2006) were followed by the researcher to understand and analyse the interview 
data.  
Collection and analysis of data was approached using a critical realist epistemological 
perspective, whereby participants’ lived experience was considered key to the research question, 
and no further meaning was assumed or applied (Braun & Clarke, 2006). A combination of 
inductive and deductive approaches were used; the deductive approach initially allowed the 
researcher to analyse the data according to the research question specifically related to the 
relationship between maternity care and mental health – that is, all relevant data was first 
identified and this was the subset of data which formed the corpus for this thesis. Once this 
preliminary identification of data was complete, the identified dataset was analysed using an 
inductive approach to dictate codes and subsequent themes (Braun & Clarke, 2012). 
Firstly, familiarity with the data was achieved through listening, transcribing and reading 
through the data. Preliminary ideas, or codes, were then generated by grouping the codes 
according to patterns in the data that represented the research question. Once all interviews had 
been coded, the codes were collated into themes. Themes were then reviewed to generate a 




relevance. Lastly, extracts from the data deemed particularly relevant or compelling were 
extracted to include in the report. 
The academic supervisor cross-checked the codes and resultant themes, confirming the 
analysis of the primary researcher. This process is recommended by Braun & Clarke (2006; 





CHAPTER 3: Results 
3.1 Overview 
Three themes were identified in the data that speak to the research questions outlined in 
Chapter 1 (see Figure 1 for a Thematic Map). Specifically, section 3.2 discusses the experiences 
women from Africa with a refugee background may have when accessing maternity care. Here, 
the theme is consent and control: how women understand the different care options applicable to 
them, how they give informed consent, and how they exert control over their own care. Section 
3.3 explores the paradigm of women-centred care, and discusses the need for providing care to 
women while considering their whole-family context. In section 3.4, the discussion surrounding 
resilience of women from Africa is presented within the context of resettlement, and perinatal 
experiences both in Australia and in their country of origin. Recommendations for possible 






3.2 Consent and control 
Women’s ability to understand the available health care options, give informed consent 
for procedures, build trusting relationships with their health care providers, and advocate for 
themselves were seen by participants as critical in providing care that promotes psychological 
wellbeing. Conversely, when women did not have such opportunities, participants expressed the 
possibility of women experiencing psychological distress. These issues are discussed in this 
theme, under the subthemes of ‘Control over decision-making’, ‘Difficulties navigating 
Australian antenatal care’, and ‘Continuity of care’.  
 
3.2.1 Control over decision-making 
Throughout the interviews, participants expressed concern over whether all available 
options were explained well, so women understood the nature of the care options they were 
given and the consequences of each option. For example,  talks about a “loss of control” 
women may feel over decision-making during the perinatal period as a result of 
misunderstanding. 
“And as much as I’m sure people will say that they’ve explained things, very often 
people from refugee-like backgrounds might just nod and say “yeah I understand, sure, 
got it” but not really thoroughly understand the options they’ve been given, and so might 
have that sense of loss of control over the pregnancy and the birthing options.” 
(  lines 180-183) 
The ability of a woman to make decisions for herself and give informed consent over what 




need to change rapidly. Such changes may have broad impacts over a woman’s satisfaction with 
the birthing process and her psychological wellbeing during and after delivery:  
“And the nature of course of maternity care is that things change very quickly and 
sometimes emergency decisions are made and that’s difficult for anybody, but extra 
difficult when you’re from that background where you can’t just access all things we can, 
like talking to somebody and asking your friends. So I think it’s, it probably does impact 
on anxiety and maybe like lack of satisfaction about how things have gone. You know, 
maybe even some loss that they didn’t have that control over what they wanted to happen 
during the pregnancy.” 
(  lines 183-188) 
Some interviewees relayed the misconceptions women from Africa may have about maternity 
care in Australia. Participants said that such misconceptions may lead to anxiety for women or 
feelings of apprehension or mistrust of the care they receive. Participants expressed that a clear 
explanation is key to ensuring women have the ability to give informed consent for procedures, 
thereby giving women control over what happens to their body. This was particularly important 
for major procedures such as caesarean sections. For example,  and  recalled 
instances where women had expressed concern over the rate of caesarean deliveries in Australia, 
and Naomi discussed the need to explain why caesareans may be necessary: 
“I have heard that African women say we do… everyone has a caesarean here. You 
know, we don’t do that in Africa, why does everyone have caesareans here? Why don’t 




(  lines 85-88) 
 
“What they say sometimes is that in Australia they get more c-sections than it used to be. 
And sometimes they don’t understand. But when they tell you it’s, they need to save a 
life or two lives, sometimes then yeah.” 
(  lines 48-50) 
3.2.2 Difficulties navigating Australian perinatal care 
Many women from Africa with a refugee background who give birth in Australia have 
given birth previously in their country of origin, often with little or no formal medical support 
(WHO, 2019). Participants reflected on this process and expressed that navigating the Australian 
model of maternity care could be difficult and confusing for women. 
“Well I think most, many of the women we see here never ever had any antenatal care, 
and have delivered babies at home, on their own or with someone there. So, the whole 
concept of antenatal care can be quite foreign.” 
(  lines 55-57) 
 
As a result, participants expressed that women may experience some culture shock when 
navigating the Australian health system, especially when they would otherwise consider 
themselves healthy and therefore not in need of hospital care.  and  discussed the 
process of familiarising oneself with the Australian maternity model, particularly in a clinical 
setting, and the possibility that this process may compound any feelings of being overwhelmed 




“It’s having you explain, well I have explained that they’re gonna have appointments to 
see the doctor, they have to have bloods done, they will be seen by a midwife as well, and 
they will do these things. And they sort of look at you as, why am I doing this? Because 
they don’t understand that this is the best care. Some who have been in camps a long time 
may have had this, along this line of care but maybe not as frequently seen, so it’s um, a 
lot of what we see is culture shock as well.”  
(  lines 84-89) 
 
“I think, I think medically they’re quite happy, like with the blood tests and the 
ultrasounds and the, that sort of, side of things. I think the thing they find most difficult is 
the seeing a new person each time, a new environment, so the hospital environment is 
quite different, ‘cos they’re healthy people, it just seems a bit weird for them to be in 
hospital. So that takes a little bit of getting used to. And then not having the familiarity of 
the same person each time I think makes that worse. So it seems like a very clinical 
setting I think. So there can be a little bit of, not fear but unsure, they’re unsure around 
that.” 
(  lines 102-108) 
 
 
3.2.3 Continuity of care 
Continuity of care was consistently identified by participants as an element of health care 
that women from Africa from a refugee background need, particularly in relation to their mental 
health. A lack of continuity of care makes it difficult for women to build a relationship with their 




relationship is lacking. Without this trusting relationship, women may find it difficult to disclose 
information pertinent to their care, such as a history of rape or trauma, or whether they have 
undergone FGM. 
“And you create a kind of confidence with your doctor, and then when you get 
transferred to a hospital and you don’t get to see the same doctor or professional each 
time, so each time you have to restart again. And you have to tell the same story, you 
have to... and yeah that kind of creates a kind of, yeah you don’t want to tell everything, 
because you need to, to get the ... relationship with your professional, and they don’t get 
it because you don’t see the same person each time. Each time you go there it’s someone 
different.” 
(  lines 62-69) 
 
“So I guess the main barriers for women engaging in, in any care service particularly 
maternity, are around their previous experience with the hospital system so using 
interpreters, they’re perceiving that things haven’t been explained well, confusion, being 
passed from one person to another – like a real lack of personal care I guess. And so I 
think that that’s probably a barrier to them trusting and engaging with us, with the 
system. So somehow helping them see that the system is different would be helpful. And 
yeah then them being able to get familiar with a particular person or service I think would 
be really helpful as well.” 




A lack of continuity of care can also be a problem in perinatal care due to the nature of 
information a woman is given. Participants related that women were sometimes given conflicting 
information, exacerbating the already confusing maternity care situation women found 
themselves in due to language barriers and health literacy issues.  
“Yeah so I think that they, they would expect that they’d get to see the same person and 
get to know, you know, what to expect going forward in their pregnancy and what their 
birth options are, and you know, get as much information as possible. But I think they 
then probably get, because they see different people from, you know, different 
backgrounds, some different messages and sometimes they’re not entirely sure what the 
best thing is for them.” 
(  lines 110-114) 
 
Many interviewees expressed that women were unlikely to complain if the care they received 
was below standard. Interviewees expressed a desire for women to have someone to advocate for 
them, and that sometimes a sense of control could come from having an advocate. In the context 
of women’s previous experiences, where antenatal care was unlikely and there were more 
pressing concerns such as safety and security, Denise said that women were unlikely to raise 
issues or concerns. This was because they may not believe it would change anything, because 
they are unsure of the procedure, or because they are simply unaware they received care that 




“Our clients are not people who complain. Unfortunately. You know, they have to have 
advocates for them. They have to understand that probably what they went through is not 
up to the standard it should be anyway.” 
(  lines 124-126) 
Participants said that the use of bicultural workers was an option that gave women more of a 
voice, and therefore more control over the health care they received. Bicultural workers also 
provided cultural insight that allowed health care providers to be more understanding to a 
woman’s cultural and social needs. For example,  discussed frequently seeking the advice 
of bicultural workers, who would assist in understanding and addressing health concerns from an 
appropriate cultural perspective. 
“But if we have any issue we’ll talk to them first, and say you know, what’s the best way 
around this, what should we do? And they give it to us from a cultural perspective … So, 
you know, it’s taught us as service providers to communicate effectively with people 
from different cultures. And I mean they’re our right hand, our bicultural workers. We 
could not provide the service we do without them.” 
(  lines 112-121) 
 
 
3.3 Putting women and their families at the centre of their care 
Ensuring that women receive care that is tailored to their individual needs, culturally 
sensitive, and places women as active decision-makers in their own care was viewed by 
participants as being key to providing care that is psychologically protective. Additionally, 




whole family. These issues are discussed in this theme, under the subthemes of ‘Women and 
family-centred care is psychologically protective’, and ‘Valuing women’s prior experience’. 
 
3.3.1 Women- and family-centred care is psychologically protective 
Maternity care providers saw a need for women-centred care or family-centred care: care 
that focuses on the whole woman rather than just in the context of reproduction, or care that took 
a woman’s social and familial context into account. They also understood the value of consulting 
with family units rather than just individuals. In particular, participants repeatedly discussed 
“following up” on women and ensuring women knew their care providers understood a woman’s 
circumstances and individual pregnancy.  discussed taking a “holistic view” of each woman 
and her family: 
“Yeah we have longer appointment times, we see people as part of a family, at least to 
start with, so you really get a nice holistic view of their situation and we follow them up 
as a family as well. So between the GPs and the nurses we follow families through their 
journey until they’re transitioned. And they have regular contact with us. So I think all of 
that just makes it much easier to be aware of what’s going on and what things they might 
need. And what would be most helpful.” 
(  lines 290-294) 
In addition, most interviewees acknowledged that Australia’s health system has many benefits, 
including giving them reassurance over the health of a pregnancy, and answers when things go 




the rigorous evidence-based maternity care provided in Australia may be a psychologically 
protective factor. 
“It’s very, very common for women to have lost children in birth or you know, shortly 
thereafter, so the kind of relief and gratitude of you know, being welcomed into a first-
rate health system is also evident. And I you know I’ve seen women be very, you know, 
relieved and happy to be referred for pregnancy management soon after arrival.” 
(  lines 164-167) 
 
 
“It’s a good thing because back in Africa or a refugee camp or wherever they were, 
sometimes you, you miscarriage, you don’t know why. Anything can happen but you 
don’t know why. So it’s a good thing to see a doctor, at least you know and you are, you 
know that someone is following up on you. And whatever comes, you get treatment, it’s a 
good thing.” 
(  lines 35-38) 
 
However, it was important to acknowledge while women-centred care is psychologically 
protective, maternity care could have negative psychological impacts if delivered without 
sensitivity.  
“I think that maternity care can either strengthen a woman in her mental health, or it can 
damage a woman in her mental health. And the sense of safety for women is really 
impacting on their mental health. So a service can be responsive and caring to a woman, 




maternity is judgement or criticism or being flagged or any way to a system, that can be 
really damaging to women.” 
(  lines 321-326) 
In order to provide a psychologically protective service, care providers saw a need to consider 
the other events and obligations in a woman’s life, such as caring for other children, when 
providing antenatal care.  discussed important details, such as whether a woman had 
another adult family member in the home to help with her other children, often being “missed” 
when taking a woman’s history, potentially leading to stress for a woman if she has no one to 
care for her other children when she is in hospital. 
“Often they have much larger families than naturalised Australians. They will often have 
more psychosocial issues. So, not always of course, but they might be managing multiple 
situations at once and often won’t tell people what’s going on for them until it all falls 
apart. And a lot of women, a lot of families that come from, that we see, from various 
African countries are coming on women at risk visas, so they’re often female-headed 
households, and may not have another parent. So that’s a really big thing that seems to 
get missed, where basically someone’s about to have a baby and they’re going to go 
home to a house where there’s no one else to look after their entire family.” 
(  lines 59-66) 
 
Participants considered women-centred care as of critical importance because of the likelihood 
that women from Africa with a refugee background had undergone FGM. In particular, 




obstetric and gynaecological issues, especially in the context of FGM.  discussed 
midwives being unprepared to encounter women who had undergone FGM, and the negative 
psychological implications for a woman when this occurs. 
“Particularly for African women not lumping everybody all together but making sure that 
there’s very sensitive history taking around FGM and proper kind of birth planning and 
support if that’s really different because my experience or what I know is that most 
midwives kind of run a mile rather than talk to women sensitively about history of FGM. 
And there’s been some incidences where you know it hasn’t really been approached very 
sensitively and there’s been no proper birth planning and history taking and staff have 
reacted very poorly in a clinical situation.” 
(  lines 202-208) 
Woman-centred care ensures a culturally sensitive approach that anticipates the needs of an 
individual woman when providing care, which is of particular importance when discussing FGM 
with women (Turkmani et al, 2019).  discussed situations where women had not been 
approached at all about FGM, potentially creating the situation  described, where women 
would likely experience confusion and a sense of shame.  
“Well I’ve seen women here who no one’s ever asked them about it [FGM] at the 
hospital but we’ve made a point of asking, you know, have you had this? You know just 
to see if there’s going to be any impact when they deliver. But no one had asked them at 
the hospital.”  




While all participants acknowledged the role previous trauma had to play in the shaping of a 
woman’s pregnancy, childbirth and parenting experiences,  and  gave clear 
examples of the bidirectional relationship between trauma and maternity care. Naomi described 
incidences of women having flashbacks of previous traumatic experiences, while Wendy 
described the insensitivity of particular maternity practices such as internal examinations when a 
woman has experienced violence. Again, participants called for woman-centred care that fosters 
sensitivity and understanding in health care professionals. 
“Yeah sometimes like, women who have been raped or who saw whatever things in the 
war, when they are pregnant it can come back and lead to mental [illness] ... They can 
have flashbacks of what they saw or they, what happened. It can lead to mental [illness].” 
(  lines 176-179) 
 
“But you know lying on your back with your legs open with a man standing over the top 
of you kind of talking at you, you know it’s a pretty violating experience for any woman 
let alone a woman who’s been held down and raped.” 
(  lines 249-252) 
Participants expressed ideas that may help to provide a more culturally-competent, continuous 
model of care. Of particular note was discussion around midwifery group practices, a model of 
care that exists in Australian hospitals but may need finessing to be more specific to women from 




“Yeah I think it [midwifery group practice] would be really good … maybe their options 
are not explained, like maybe they don’t understand their options so well at the beginning 
… But yeah I think that would be, they would probably do quite well with that.” 
(  lines 148-153) 
 
 
“I think it’s [midwifery group practice] a good model, it’s been proven internationally 
that it’s a good model, it’s very person-centred, you know … And I think from, for 
women from a refugee background I think it would be the best fit, really, for a lot of them 
… certainly the more vulnerable and marginalised in that group, it would be a better 
model.” 
(  lines 55-59) 
 
3.3.2  Valuing women’s prior experiences of pregnancy, birth and motherhood 
Participants reflected that many women had prior experience with pregnancy, birth, and 
raising children, and that caregivers needed to be careful not to invalidate a woman’s prior 
experiences. While this is key to providing women-centred care, this was also seen as important 
for women to exert control over decision-making during the perinatal period. For example,  
discussed giving women the opportunity to “let them do what they know works”. 
“As a midwife and having worked in the system, even acknowledging that they have got 
different ways of doing things, if they’ve had seven children before and they’ve breastfed 
all of them they will do what they have done with the others. You can give them advice 




their background, and it might be different to what you, or the hospital policy says you 
must be doing.” 
(  lines 102-106) 
 acknowledged that the Australian health system seems not to value the prior experiences 
of women, and therefore leads to care that fails to consider the woman and put her at the centre 
of her own care. Again, this also diminishes the control women have over their own outcomes. 
“Women from refugee background, they come with their own experience and their own 
understanding of you know, pregnancy and delivery, which I feel isn’t really valued in 
our systems. And not taken into account when the women are in hospital or receiving 
care, you know?” 
(  lines 64-67) 
 
 
In particular, participants discussed the complexities of providing women-centred care that 
values a woman’s prior birth and parenting issues in the context of parenting practices that are 
actively encouraged or discouraged in the Australian health system.  discussed the 
different views women may have on co-sleeping, breastfeeding, or other parenting issues, and 
alluded to the stress women may experience if they are ‘struggling’ with activities such as 
breastfeeding and not receiving enough support. 
“You know, things like shared sleeping, I can’t remember what that term is, but you 
know, when you sleep with the baby, that’s... around feeding issues, so that if women are 
struggling with breastfeeding, and um, you know, there’s very little support that’s 




those issues postnatally. And, um, yeah so there’s, because we don’t offer that really 
close postnatal support there’s sometimes some real gaps around that.” 
(  lines 116-121) 
When support exists, participants expressed that it may not be culturally appropriate. For 
example,  felt that current services offered within Australia’s maternity system had a 
particular focus on parenting skills, which is not what women from Africa with a refugee 
background require. She acknowledged that most women are confident parents with strong ideas 
on how they wish to raise their children. 
 “I don’t, I think lots of that stuff is seen around being able to parent. And what our 
systems flag as problems are where there’s sort of, identified problems around parenting. 
And I don’t think in African community that’s ever an issue. ‘Cause they parent 
differently, but they don’t question their ability to parent.” 
(  lines 415-418) 
 also acknowledged the cultural contexts behind the different ways African women may 
parent their children, and their commitment to doing what they feel is right. 
“In my experience African women are most likely to breastfeed, they just breastfeed. 
Because they do it. Because they’ve seen it in the community, it’s like a genetic knowing. 
This is what you do. And they have a strong commitment to it. So they just do it. They 
put their babies on their backs, you know, because that’s what you do. They can tell you 
about all these things. Now they parent their children to become quite independent really 




older. You know, really strict sort of stuff. But this is this survival stuff again. I think it 
has context. I’ve been into African households where, you know, the two-year-old’s got a 
knife, cutting up the veggies. You know, we would never give a two-year-old a knife. But 
that’s a cultural context, you know.” 
(  lines 209-217) 
 
3.4  Having a baby in the context of resettlement: African women as survivors 
In previous themes, issues of control, advocacy, and expectations of care have been 
shown to potentially impact negatively on women’s mental health in the perinatal period. 
However, all participants discussed tensions between such impacts and the protective factors 
women from Africa with a refugee background are likely to experience or exhibit. These issues 
are discussed in this theme, under the subthemes of ‘African women as “survivors”’, and 
‘Providing perinatal mental health care in resettlement contexts’. 
 
3.4.1  African women as “survivors” 
Many participants framed women from Africa as being “survivors”. They discussed the 
experiences women have had in their countries of origin and on their resettlement journeys, 
particularly regarding the trauma many women have experienced, and compared these 
experiences to that of having a baby in Australia. For example,  discussed this trauma and 
survivorship and expressed that it would be difficult to understand the realities of such 




potential trauma experiences, played a part not only in any negative feelings women may have 
regarding the perinatal period, but also the positive feelings: 
“So I think that women come with real trauma stories, and that, in my experience African 
women are really survivors. So when they come to Australia they have survived, they’ve 
survived all sorts of things. And I don’t even think that we can even understand, you 
know...” 
(  lines 113-115) 
Similarly, participants reflected on women’s previous experiences of trauma and suggested that 
pregnancy and childbirth is normalised for African women. Many participants noted that the 
cultural orientation to motherhood is different for women from Africa, and that this has 
consequences for the way women experience the period of time surrounding the birth of a new 
baby. For example,  talked about the possibility of pregnancy being “business as usual” 
for many women in Africa within the context of their previous stressors. Specifically, the joy of 
having a baby was the focus for women, and therefore  expressed that experiencing 
psychological distress would be unlikely at this time. 
“First of all women from Africa, they are very resilient. So they’ve gone through so many 
things, back in Africa, and sometimes with pregnancy it’s business as usual (laughs) you 
know? And sometimes they, even if they, like when they ask like you know the questions 
they usually ask after birth, how do you feel? Of course I’m happy I have a baby! You 
know? So mental health in pregnancy or post, I don’t think it’s common in women from 




(  lines 77-81) 
While all participants stressed the high levels of resilience and strength exhibited by women 
from Africa with a refugee background, again framing women as survivors both in the context of 
their past experiences of trauma, several participants also noted the psychologically protective 
elements of the act of mothering itself for women from Africa with a refugee background. 
Participants suggested that mothering led to increased satisfaction with their experiences and a 
decreased likelihood of experiencing clinical disorders such as postnatal depression or anxiety. 
Specifically, participants compared the way women from Africa see their role as mothers, and 
the way they approach the practicalities of being a mother and caring for their children, to the 
approaches of women from a Western background. Participants suggested that women from 
Africa may be at less risk of psychological distress in the perinatal period because they may 
focus more energy on caring for their child and less energy on being concerned about their home, 
careers, or other issues not related to their infants. 
“The women we see are incredibly strong and survivors as well, so that’s the flip side of 
it. And they, so sometimes you know despite all that trauma you know having a baby is 
like, oh I’ve got a baby. I think their perceptions are quite different to ours as well ... 
Whereas I actually think postnatal depression in some ways is more of a problem in our 
culture, where we want to have the house perfect and we want to go back to work … I 
think African women are better at just looking after that baby and, and this is you know, 
and putting everything into looking after that baby. So in some ways I think they’re better 
off. You know they, there’s maybe less risk in some ways.” 




While the discussion of cultural orientation to motherhood, and therefore mothering as a 
protective factor, was common throughout the interviews, there were caveats to this that were 
expressed by some participants. For example,  agreed that postnatal depression and 
anxiety was less likely to occur for women from Africa with a refugee background, and that 
women’s resilience was a major influence in this regard. However, she noted that, due to trauma, 
when women did experience clinical mental health conditions in the perinatal period, they were 
likely to be severe. 
“To be honest we haven’t had a lot of women during pregnancy or who have been 
pregnant that have had a lot of mental health issues, but when they have them, they’re 
big. You know, psychoses and major depression and things like that. So it’s like it’s from 
one extreme to the other. Because the resilience is so high for the majority of our women 
… it’s, you know, it’s all relative to what their past is.” 
(  lines 200-205) 
While participants’ views varied on the likelihood of women from Africa experiencing 
diagnosable mental health conditions during the perinatal period, all participants made the 
distinction between depression and stress clear and discussed the role stress plays in 
psychological wellbeing. Participants recalled that often, women are in a situation where they 
“are managing multiple different things” (  lines 51-52): women have many other stressors 
in life and are giving birth and raising children within a context of additional physical, social and 
financial burdens. In particular, participants juxtaposed the resilience of women and their cultural 
orientation to mothering with the challenges of other stressors that were part of the resettlement 




country, and said the mental burden of having a family in a new country with no familial support 
can be high. 
“I don’t see much of the mental [illness] in women from Africa connected to the 
pregnancy or... the only mental health [issues] can come after birth and maybe the 
overwhelming of the task of a new mum in a new country when you have to deal with 
everything by yourself. Because in Africa, when you give birth you are surrounded by the 
family and they help with everything. And here, you are here, if you are lucky to get to be 
living with your husband or partner, they can help. Otherwise it’s just you.” 
(  lines 155-159) 
3.4.2 Providing perinatal mental health care in resettlement contexts 
A range of opinions were evident across participants on the place mental health care had 
in antenatal care for women from Africa with a refugee background. Participants who considered 
mental health from a ‘psychological wellness’ perspective, and acknowledged an interaction 
between physical and psychological wellbeing, were more likely to see mental health care as 
being crucial to any best practice of maternity care. Many participants acknowledged that this 
was necessary not only for the mother, but for the health of the infant as well. 
“Well it’s [mental health care] essential because you know, that person’s past 
experiences, their current mental health state, all has an impact on their pregnancy and 
the outcomes afterwards. So it’s absolutely essential to incorporate mental health into it.” 





“Oh, I think it [mental health care] should just be a part of it [perinatal care]. It’s not a 
question to me ... It’s part of health care. I think every single physical ailment, and you 
know, even normal events, processes like pregnancy are impacted by mental health. It 
should absolutely be a part of... (trails off)” 
(  lines 196-200) 
However, some participants considered that, while mental health care had a place in perinatal 
care, it may not be a focus for women, particularly in the context of different cultural ideas 
surrounding mental health: 
“A lot of our clients have got mental health, with mental health issues, do not see it as a 
problem because in their (inaudible... culture?) it’s not a, not something you discuss. Or 
you go to an elder and discuss it with. They don’t understand the need for a, someone, 
specialist, who may see it as you need to come in.” 
(  lines 62-65) 
Finally, one participant, who had expressed that she saw less need for a strong mental health 
focus in perinatal care models for women from Africa, acknowledged a need for prevention 
strategies, although she was unsure as to what these prevention strategies would look like.  
“You know it’s always, maybe put in place, put in place methods to prevent for it to 
happen, that would mean connect to women with the community and get more skills in 
multitasking, maybe, I don’t know.” 




CHAPTER 4: Discussion 
4.1 Overview 
This study investigated the impact maternity care may have on the psychological 
wellbeing of women from Africa with a refugee background. This study also explored current 
service provision of maternity care to women from Africa with a refugee background. Thematic 
Analysis of the interview data resulted in the identification of three themes relevant to the 
research questions: ‘Consent and control’, ‘Women and family-centred care’, and ‘Having a 
baby in the context of resettlement: African women as survivors’. Consistent with the existing 
literature (Carolan & Cassar, 2007; Correa-Velez & Ryan, 2012; Murray et al, 2010; Riggs et al, 
2012), the results of this study indicate that women from Africa with a refugee background 
experience additional stressors within their perinatal care, and this can impact upon 
psychological wellbeing.  
Supporting previous research on the centrality of consent and control in the perinatal 
period to psychological wellbeing (Green and Baston, 2003), this study found that processes and 
procedures during perinatal care are not always adequately explained to women and that the 
inability to exert control over their care and to give informed consent may cause psychological 
distress. Meyer (2013) describes four attributes of control that influence childbirth satisfaction 
and subsequent emotional wellbeing: decision-making, access to information, personal security, 
and physical functioning. When women are active participants in the decision-making progress 
and therefore have control over their bodies (whether with pain relief or not), women are likely 
to feel positive about their experiences and less likely to experience negative psychological 




on the importance of continuity of care (Correa-Velez & Ryan, 2012). Continuity of care was 
considered to be of utmost importance in providing women the space to learn about their 
pregnancies, ask questions, and make informed choices (Balaam et al, 2013; Lillrank, 2015; 
Riggs et al, 2017), particularly with regard to misconceptions women from Africa may have 
about elements of maternity care in Australia such as caesarean sections or epidural anaesthesia 
(Brown et al, 2010; Higginbottom et al, 2013). Building a relationship with care providers was 
also seen by participants as critical to disclosure of issues that may impact a woman’s pregnancy 
and birth, such as FGM or trauma.  Such findings are reflective of current literature regarding the 
need for continuity of care and the impacts of mismanagement of care, particularly with regard to 
FGM, on the psychological wellbeing of women (Straus, McEwen & Hussein, 2009). While 
limited research has explored the concept of control over birth for women from Africa with a 
refugee background (Higginbottom et al, 2013), the relationship between consent and control 
during the perinatal period, and psychological wellbeing for women from Africa with a refugee 
background, has been under-researched.  
In relation to the impact maternity care may have on the psychological wellbeing of 
women from Africa with a refugee background, the concept of woman-centred care was 
discussed frequently by participants as an element of care that improved the psychological 
wellbeing of women seeking care. According to the Nursing and Midwifery Board of Australia 
(NMBA), woman-centred care involves cultural sensitivity, promoting the normalcy of birth, and 
the right of women to self-determination and self-care (NMBA, 2018).  This reflects previous 
discussion in this thesis regarding the need for women to be active participants and decision-
makers in their own care. However, a lack of universal adoption of such a definition, combined 




regarding the implementation of women-centred care in maternity care settings (Brady, Lee, 
Gibbons & Bogossian, 2019).  
Participants expressed a desire for a midwifery-led maternity service that incorporates 
bicultural workers and a community element, a model that has found preliminary success in 
Melbourne, Australia, with Karen women from Burma, particularly with regard to empowering 
women and providing a sense of cultural safety (Riggs et al, 2017).  Few studies have explored 
the specific role midwives should play in supporting mental health and psychological wellbeing 
of women in the perinatal period (Alderdice, McNeill & Lynn, 2013), although preliminary 
research suggests midwifery-led care is beneficial in the broader population (Fenwick et al, 
2015). Reflecting previous research, this study found that women may range from viewing 
antenatal care as unnecessary because pregnancy is a ‘normal’ process, to valuing perinatal care 
for the educational opportunities it provided regarding caring for themselves and their babies 
(Carolan & Cassar, 2010). However, this process may be mediated by cultural beliefs and 
whether the perinatal care women received was sensitive to women’s cultural contexts (Carolan 
& Cassar, 2010; Grant & Guerin, 2018). Participants in this study expressed that while thorough 
perinatal care can be a protective factor for women’s psychological wellbeing, it is imperative 
that caregivers act sensitively and possess a background understanding of women’s social and 
cultural contexts. The impact of midwifery-led, woman-centred care for women with a refugee 
background represents an important direction for future research. 
While a key finding of this study is the psychological benefits of women-centred care, the 
results of this study add to the previous literature in the discussion of woman-centred practice 
versus family-centred practice. While the benefits of women-centred practice are supported by 




whole family to be considered. Participants working in a refugee-specific health service 
discussed the benefits of consultations with whole families rather than individuals, to gain a 
broader picture of the psychosocial elements contributing to clients’ health and wellbeing, such 
as housing, finances, or limited social supports (Merry, Gagnon, Kalim & Bouris, 2011).  While 
research has investigated the benefits and considerations of a family-centred care model in 
general maternity and paediatric settings (Arabiat, Whitehead, Foster, Shields & Harris, 2018; 
Chalmers, 2017) little research has been conducted on a family-centred approach in a refugee 
health context, nor in a refugee maternity care context. Additionally, participants in this study 
suggested that, while some family-centred support programs exist, they may not be relevant to 
the needs of women from Africa with a refugee background. However, the current evidence, 
though limited, suggests that positive parenting programs may be beneficial for families from 
Africa with a refugee background, to help them navigate parenting in a new culture (Deng & 
Pienaar, 2011; Renzaho & Vignjevic, 2011). 
Most participants stressed the resilience of women from Africa with a refugee 
background, and felt it was important to note that their strength came from their culture as well 
as from previous trauma. Participants talked about women in terms of being “survivors” and, 
consistent with Brown-Bowers et al (2015), suggested that acknowledging the strength and 
resilience of women is important in providing care for women that is psychologically protective 
and does not pathologise a woman or her lived experience. Additionally, while the current body 
of evidence suggests an increased likelihood of adverse perinatal mental health outcomes for 
women with refugee backgrounds (Ahmed et al, 2017; Collins et al, 2011; Schmied et al, 2017) 
participants in this study expressed that, while women from Africa with a refugee background 




women may be less likely to experience adverse mental health in the perinatal period. Further 
research is warranted that considers psychological wellbeing, rather than mental illness, for 
women from Africa with a refugee background.  
4.2 Strengths 
Despite a great deal of literature on post-natal depression, there is little in the way of 
research looking at overall psychological wellbeing in the perinatal period (Felder, Lemon, Shea, 
Kripke & Dimidjian, 2016). Additionally, the majority of literature on mental health for people 
with refugee backgrounds focuses specifically on the psychological consequences of trauma 
rather than psychological wellbeing (Ellis et al, 2016; Khawaja, White, Schweitzer & 
Greenslade, 2008) or positive mental health (Beiser & Hou, 2017). In particular, few studies 
have focused on the psychological wellbeing of women with a refugee or asylum seeker 
background during the perinatal period (Gewalt, Berger, Ziegler, Szecsenyi & Bozorgmehr, 
2018), and no studies have considered psychological wellbeing perinatally for women from 
Africa specifically. This study therefore makes a valuable contribution to the evidence 
surrounding the perinatal care women from Africa with a refugee background receive in 
Australia during the perinatal period, and the impacts such care may have on their psychological 
health.  
The exploratory nature of qualitative thematic analysis allowed for rich data to be 
collected during this study. Such data and analysis led to findings that added to the current 
literature and were at times not anticipated by the researchers. For example, discussion regarding 




Consequently, this thesis presents a more nuanced broader picture of the needs of women from 
Africa with a refugee background and the context in which they seek perinatal care services. 
Tracy’s (2010) “Big Tent” criteria for qualitative research was followed when conducting 
this research. An audit trail was employed by the researcher to ensure rigorous and transparent 
research, and the opportunity for self-reflexivity added to this transparency. Participants were 
given the opportunity to reflect on their transcribed interviews and make any changes or 
additions if necessary; four participants engaged in this opportunity and all expressed satisfaction 
with the results, enhancing the credibility of the data. Most importantly, the perinatal mental 
health needs of women from Africa with a refugee background presents an interesting research 
topic that is particularly relevant given the increasing numbers of refugees worldwide.   
4.3 Limitations 
Time limitations and lengthy ethical approval times meant that the sample was small and 
predominantly from one refugee-specific health service in Adelaide. Additionally, due to the 
nature of their work, participants in this study may have been particularly motivated to 
participate. While the experiences of these specialist health professionals are invaluable, this 
study did not interview any care providers working in busy maternity wards where the 
experience and limitations of providing care would be vastly different. This is a potential future 
direction for research. 
Given the specificity of the target population, generalisability is limited in that cultural 
factors will differ between women from Africa and women from other parts of the world. It is 
also important to note that women from Africa are not a homogenous group and that individual 




interviews with health providers did not afford the opportunity to record women’s countries of 
origin, or their background medical and social histories. Similarly, while the insight of health 
care workers is important, this study did not gather data from women themselves due to ethical 
constraints. Further study that triangulates data from health care providers and families 
experiencing maternity care is warranted. 
4.4 Implications 
This study has several implications. Firstly, results found that continuity of care, social 
and practical supports, and women-centred and family-centred care that understands a woman’s 
cultural backgrounds, family context, and life experiences are central to psychologically 
protective perinatal care. A strong call for midwifery practice services specific to women with a 
refugee background was of particular note, as was the employment of bicultural workers. These 
elements represent an important direction for future research.  
Results identified that maternity care could be both a psychologically protective and a 
psychologically damaging factor for women from Africa with a refugee background, depending 
on the nature of care provided. Participants also expressed that the particular physical and social 
stressors this group of women may experience are the most likely to impact on her psychological 
wellbeing. The overarching finding is one of reframing the conversation around perinatal mental 
health: rather than pathologizing women and focusing on diagnosable mental health conditions, 
future research must address the interplay between stressors, culturally competent perinatal care, 
and the psychological wellbeing of women. The results of this study indicate that, while mental 
health care should be incorporated into any best practice model of perinatal care for refugee 




make informed decisions, that women are listened to and understood, and that women are 
practically and socially supported in a way that acknowledges their strength and resilience. If 
these practices are incorporated into a future best practice of maternity care, women may be less 
at risk for adverse psychological health. 
4.5 Conclusion 
This study has provided important insight into the relationship between maternity care 
provision in Australia for women from Africa with a refugee background, and psychological 
wellbeing. This study found that maternity care may or may not be psychologically protective, 
depending on whether a woman has control over her body and the ability to give informed 
consent, whether she and her family are understood in the context of their culture and lived 
experience, and whether a woman has access to social and practical supports that can alleviate 
some of the additional stressors that women from Africa with a refugee background are likely to 
face. As such, this study has provided evidence of the impact maternity care has on the 
psychological wellbeing of women from Africa with a refugee background, and provided a 
foundation upon which further research can be built to develop a best practice model of 
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